1.. Introduction {#S0001}
================

The armed conflict that has afflicted Syria since 2011 has resulted in a massive forced displacement of the Syrian population. In April 2017, there were approximately five million registered Syrian refugees (UNHCR, [2017](#CIT0067)). The majority of Syrian refugees have fled to Syria's neighbouring countries. Turkey now hosts about three million Syrian refugees, Lebanon one million, and Jordan about 650,000 (UNHCR, [2017](#CIT0067)). Reports state that over 50% of Syrian refugees are children, in many cases unaccompanied by their families (UNICEF, [2016](#CIT0068)).

Syrian refugees may have been exposed to multiple war-related stressors such as torture, rape, witnessing the death of family members as well as the destruction of their homes and livelihoods, and they have undertaken a risky and stressful flight leaving their homeland for an unknown future (Silove, Ventevogel, & Rees, [2017](#CIT0059)). In addition to experiences of major loss and potentially traumatic experiences in their country of origin, Syrian refugees are also affected by stressful circumstances in host countries, where the capacity for self-help and mutual support has been negatively impacted by forced migration, the separation from families and communities, collective violence and mistrust. Poverty among Syrians living in Jordan, Lebanon and Turkey is widespread (Budosan, Aziz, Benner, & Abras, [2016](#CIT0014)), and their civil and employment rights are often limited. For example, Syrians in Jordan live in camp settings or overcrowded houses, relying in part on financial support from non-governmental organisations and have difficulties accessing jobs due to employment restrictions and livelihood opportunities (Gammouh, Al-Smadi, Tawalbeh, & Khoury, [2015](#CIT0027)). Many refugees, especially children and women, are vulnerable to exploitation, social isolation, gender-based violence or early marriage (World Bank, [2016](#CIT0075); Boswall & Akash, [2015](#CIT0011); Wells, Steel, Abo-Hilal, Hassan, & Lawsin, [2016](#CIT0073)). Finally, complicated registration processes hamper access to educational institutions and healthcare (Wells et al., [2016](#CIT0073)).

The impacts of refugee status are also challenging for refugees hosted within high-income western European countries. Post-migration stressors that refugees may face upon arrival in such European countries are to some extent similar to those in the countries surrounding Syria. They include cultural integration issues, the loss of family and community support, discrimination and adverse political climate, loneliness and boredom, prohibition to work, and disruption of education for children (Kirmayer et al., [2011](#CIT0038); Miller & Rasmussen, [2010](#CIT0045)). In addition, uncertainties around the length of the asylum procedure, multiple dislocations, and the lack of recognition of degrees and other qualifications may increase levels of stress and discomfort in Syrian refugees living in high-income countries in Europe.

2.. Common mental disorders and related conditions in Syrian refugees {#S0002}
=====================================================================

Refugees are at considerable risk of developing symptoms of common mental disorders including depression, anxiety, posttraumatic stress disorder (PTSD) and related somatic health symptoms (de Jong, Komproe, & Van Ommeren, [2003](#CIT0023); Fazel, Wheeler, & Danesh, [2005](#CIT0026); Hassan, Ventevogel, Jefee-Bahloul, Barkil-Oteo, & Kirmayer, [2016](#CIT0031); Steel et al., [2009](#CIT0062)). Epidemiological studies indicate that the age-standardized point prevalence of PTSD and major depression in conflict-affected populations is estimated to be 12.9% and 7.6%, respectively (Charlson et al., [2016](#CIT0018)). As a comparison, it has been estimated that approximately 4.4% of the world population suffers from major depression (WHO, [2017](#CIT0079)) and 3.3% from PTSD (Stein et al., [2014](#CIT0063)). Although good epidemiological data on psychosis is lacking, it is also likely that psychotic symptoms in Syrians have increased (Hassan et al., [2016](#CIT0031); Hijazi & Weissbecker, [2015](#CIT0032)). Child refugees may be especially at risk of developing emotional and behavioural problems, with one study of Syrian refugee children in Turkey reporting that nearly half show clinically significant levels of anxiety and withdrawal (Cartwright, El-Khani, Subryan, & Calam, [2015](#CIT0017)).

Mental health problems are also relevant for social integration. For example, among refugees living in Switzerland a lack of social integration has been highly correlated with decreased health-related quality of life, functional impairment, and severity of depression and anxiety symptoms and symptoms of PTSD. Additionally, symptoms of PTSD and depression predicted difficulties in integration (Schick et al., [2016](#CIT0057)).

3.. Mental health care for refugees across Europe and the Middle East {#S0003}
=====================================================================

Current crises in the Middle East, such as the Syrian crisis, differ from many other large-scale displacements in previous decades in that a significant majority of displaced persons do not live in refugee camps. Instead people have settled in cities, towns, and villages in neighbouring countries such as Turkey, Lebanon, Jordan and Iraq, which creates new challenges for humanitarian actors in providing services. In these countries, the mental health services required to meet the demands of millions of refugees in need are inadequate and their health systems are overburdened to meet even basic survival needs as well as more chronic health problems (Gornall, [2015](#CIT0028)). Government expenditure on mental health as a percentage of total government health budgets in seven Arab countries ranged from just 2% in Syria and Egypt to 5% in Lebanon compared with approximately 11% in Germany and the Netherlands (WHO, [2011](#CIT0077); Yehia, Nahas, & Saleh, [2014](#CIT0080)). In Jordan and Turkey, refugees are eligible to receive free access to mental health care facilities. In Middle Eastern countries, mental health care is largely confined to specialized psychiatric services for people with severe mental disorders (Alatas, Karaoglan, Arslan, & Yanik, [2009](#CIT0004); Al-Krenawi, [2005](#CIT0005)). In addition to government health care services, international organizations and non-governmental organizations (NGOs) provide humanitarian support to refugees, such as cash, shelter, food, water, sanitation, and health services (Abo-Hilal & Hoogstad, [2013](#CIT0001); El Chammay, Kheir, & Alaouie, [2013](#CIT0024)).

Within Europe, countries differ with respect to the degree that they provide access to healthcare for specific groups of migrants who have not yet been recognized as refugees, such as asylum seekers or undocumented migrants (Mladovsky, Rechel, Ingleby, & McKee, [2012](#CIT0046)). In Germany, asylum seekers and migrants have the right to attend state- or health insurance-funded psychotherapy, although administrative and practical barriers hamper access (Bozorgmehr, Razum, & Caylà, [2015](#CIT0012)). Other structural barriers to access to mental health care for refugees in European health care systems may include gatekeeping mechanisms that mean that a referral from primary care professionals such as general practitioners (GPs) is required for access to most secondary care services (OECD/EU, [2016](#CIT0051)). The level and extent of training for primary care professionals in both mental and refugee health will influence care pathways and access to care (Jensen, Norredam, Priebe, & Krasnik, [2013](#CIT0034)). Even in countries with considerable mental health services, the lack of Arabic-speaking health providers and interpreter services often hinders access to appropriate mental health care.

4.. Evidence-based interventions for refugees {#S0004}
=============================================

Although interventions that are effective in high-resource settings have also been shown to be effective in low-resource settings and for migrant populations (Morina, Malek, Nickerson, & Bryant, [2017](#CIT0047)), cultural adaptation of the original intervention protocols to the local culture is essential. During cultural adaptation, the intervention protocol is systematically modified considering language, culture, and context compatible with the client's cultural meanings and values. The degree of such adaptation indeed proved to be associated with higher efficacy among guided self-help interventions (Harper Shehadeh, Heim, Chowdhary, Maercker, & Albanese, [2016](#CIT0030)).

European mental health care services generally offer psychotherapist or psychiatrist delivered, specialized mental health services that may involve a wide range of treatments, such as Cognitive Behavioural Therapy (CBT), Narrative Exposure Therapy (NET) (Stenmark, Catani, Neuner, Elbert, & Holen, [2013](#CIT0064)), Eye Movement Desensitization and Reprocessing (EMDR) (Ter Heide, Mooren, Kleijn, de Jongh, & Kleber, [2011](#CIT0065)), and individual-based multimodal interventions for PTSD (see Nickerson, Bryant, Silove, & Steel, [2011](#CIT0049); Nose et al., [2017](#CIT0050); Slobodin & de Jong, [2015](#CIT0061); van Wyk & Schweitzer, [2014](#CIT0071) for reviews) in refugees and asylum seekers. With respect to evidence for such interventions, a recent meta-analysis that examined psychological interventions for symptoms of PTSD in refugees and asylum seekers resettled in high-income countries identified 14 randomized controlled trials (RCTs) (Nose et al., [2017](#CIT0050)). It was shown that these interventions, mostly NET and CBT, were effective in reducing symptoms of PTSD and depression, with the strongest evidence base being for NET (Nose et al., [2017](#CIT0050)).

Treatment studies carried out with Syrian refugees, in particular, are being conducted and some have already been published. Two small RCTs in Syrian refugees located in Kilis refugee camp in Turkey evaluated the efficacy of EMDR for PTSD (Acarturk et al., [2015](#CIT0002), [2016](#CIT0003)). These studies showed that both symptoms of PTSD and depression significantly reduced in refugees who received EMDR (Acarturk et al., [2015](#CIT0002), [2016](#CIT0003)).

5.. Barriers to mental health care for refugees {#S0005}
===============================================

Numerous barriers to the delivery and uptake of mental health and psychosocial support interventions for refugee populations both in high-income Europe and countries surrounding Syria have been described.

Firstly, evidence-based interventions such as CBT, NET and EMDR are usually delivered by highly trained specialist mental health care providers. However, there are insufficient numbers of mental health care professionals to cover the needs of refugees experiencing impairing psychological distress.

Within Europe the large majority (80--90%) of refugees with symptoms of PTSD or other psychological problems (Laban, Gernaat, Komproe, & De Jong, [2007](#CIT0041); Lamkaddem et al., [2014](#CIT0042)) do not visit specialized mental health care services. Other barriers include language problems (Bischoff et al., [2003](#CIT0009)), physical distance to mental health care services since refugees are often located in rural areas, and an overall lack of Arabic speaking psychologists or psychotherapists in European countries hosting Syrian refugees. In the Netherlands and Germany, waitlists for specialized mental health care for refugees of six months on average have been reported as a result of the recent increase in refugees (personal communication; i-Psy 2017; BAfF, [2016](#CIT0008)). In Germany, it has been estimated that of 379,848 refugees in need of mental health care in 2015, only 19,472 received treatment (about 5%; BAfF, [2016](#CIT0008)). In addition, the use of professional interpreters is expensive, and is generally perceived by migrants as hindering their treatment (Hadziabdic, Heikkilä, Albin, & Hjelm, [2009](#CIT0029)). Using interpreters from the network of the person, such as family members, can be problematic in the context of psychosocial interventions because of confidentiality and issues around potential vicarious traumatization especially when children are asked to be interpreters. Further, refugees themselves often lack knowledge about existing treatment possibilities (Maier & Straub, [2011](#CIT0043)), which may be the result of a lack of culturally appropriate information about the available services (Fassaert et al., [2009](#CIT0025)). Refugees, in common with many in the general population, may distrust mental health care, or avoid visiting mental health care practitioners because of shame, embarrassment or fear of rejection by family or friends and being labelled 'mad' or 'crazy' (Hassan et al., [2016](#CIT0031)).

6.. Scaling-up mental health interventions for refugees {#S0006}
=======================================================

Major external events, such as conflict or disaster, usually challenge health systems' capacity to adequately respond to the needs of vulnerable individuals and communities affected by these events (WHO, [2012](#CIT0078)). Ideally, health systems should be capable of quickly reacting to such external threats, in order to identify and adequately respond to the needs of large populations in need of health care. However, in reality health systems are not always well-equipped to deal with such situations. With respect to the delivery of evidence-based mental health care interventions to large numbers of refugees displaced as a result of the crisis in Syria, fundamentally there is a lack of human resources ready to deliver these interventions.

In 2008, the World Health Organization (WHO) launched the mental health Gap Action Programme (mhGAP) with a focus on low and middle income countries, including Jordan and Lebanon, with the goal of providing effective mental health treatments through primary and community care (WHO, [2010](#CIT0076)). A specific recommendation of WHO to increase the utilization and coverage of mental health care interventions in under-resourced settings is to implement task-shifting (or task-sharing) (WHO, [2010](#CIT0076)). Task-shifting means that a task that is originally performed by a highly-qualified specialist is transferred to a less specialized worker with fewer qualifications. For example, tasks may be shifted to a supervised lay person who is specifically trained to perform a limited task only. Through shifting tasks, interventions that are originally carried out in specialized services may be carried out in primary or community care instead (van Ginneken et al., [2013](#CIT0069)). In both high-resource European countries and Syrian neighbouring countries with fewer health care resources, task-shifting is a promising strategy to implement within current stepped care or collaborative care approaches to public health (de Jong, [2011](#CIT0022); Thornicroft & Tansella, [2013](#CIT0066)). The more widespread availability of evidence-based task-shifting interventions for common mental disorders indirectly may also have a positive impact on the treatment gap for severe psychiatric disorders and associated symptoms problems such as psychosis and suicidal behaviours in LMICs. Task-shifting should allow for a more efficient allocation of the existing, albeit limited, specialist mental health staff and resources in any mental health care system towards the management of more severe psychiatric disorders.

Studies evaluating task-shifting interventions in mental health care have been carried out in LMICs, and show positive results in terms of reducing disability and improving overall and social functioning (Singla et al., [2017](#CIT0060); van Ginneken et al., [2013](#CIT0069)). An RCT in India (Patel et al., [2010](#CIT0052)) showed that a collaborative care intervention led by lay counsellors was cost-saving to the health system (Buttorff et al., [2012](#CIT0015)). A 6--8 session behavioral activation treatment delivered by lay counsellors in primary health care settings in India was also cost effective, reducing depression and improving functioning in people with moderately severe to severe depression (Patel et al., [2017](#CIT0053); Weobong et al., [2017](#CIT0074)). A systematic review of task-shifting interventions for non-communicable diseases in LMICs showed that it is potentially effective for improving access for mental healthcare (Joshi et al., [2014](#CIT0035)).

Task-shifting is also applicable to European mental health systems. European guidelines recommend stepped-care and collaborative care models as cost-effective alternatives to conventional care for common mental health symptoms in adults (Clark, [2011](#CIT0020)). Such stepped-care models may also be promising for scaling-up interventions for Syrian refugees by implementing shorter versions of regular CBT and/or problem-solving treatment (PST) or their e-mental health variants, as the first intervention before stepping up to more specialized treatments if these are indicated. These shorter and simpler first-step interventions may be delivered by trained lay-counsellors. However, as far as we know, stepped care models have not yet been implemented widely within European *refugee* mental health care. In the Netherlands, a preventive psychosocial task-shifting intervention is currently delivered by peer-refugees in Dutch asylum centers (Kieft, Jordans, de Jong, & Kamperman, [2008](#CIT0037)), but no studies evaluating the effects of the intervention have been carried out.

Challenges of task-shifting have also been described and include the need for an intensive training and supervision system, a lack of facilities (e.g. private space in primary health care centres), and high drop-out rates when task shifting is applied to volunteer lay helpers (Murray et al., [2014](#CIT0048)). Other barriers that have been described are insufficient contextual adaption of the methods (Hinton & Jalal, [2014](#CIT0033)), unfamiliarity with the materials, and practical difficulties in integrating new techniques within routine practice (Ventevogel & Spiegel, [2015](#CIT0072)). Finally, there is a need to identify barriers for successful large-scale implementation and dissemination of task-shifting interventions.

7.. Scaling-up with e-mental health interventions {#S0007}
=================================================

Another promising option for scaling-up mental health and psychosocial interventions within refugee populations is e-mental health interventions. E-mental health interventions may reach clients that would otherwise not have access to mental health treatment due to internal (e.g. fear of stigmatization) or external (e.g. infrastructure) barriers. Additional advantages are the relative brevity of e-mental health interventions and the possibility to automatize parts of the treatment. Both aspects increase the number of clients that can be treated by a single provider in a certain amount of time. This makes e-mental health interventions highly suitable for scenarios in which resources are limited or in which the capacities of traditional health systems do not suffice.

Until now, most e-mental health interventions evaluated are for classic website use. However, e-mental health interventions are now increasingly developed as smartphone e-mental health apps in order to increase their reach in populations affected by adversity (Ruzek, Kuhn, Jaworski, Owen, & Ramsey, [2016](#CIT0056)). These apps are especially promising for scaling-up in Syrian refugees since the majority of Syrians have access to mobile phones, and smartphones have become the main access point to the internet. A study in Za'atari refugee camp showed that approximately 90% of Syrians had a mobile phone, and 60% accessed the internet only through their smartphone (Maitland & Xu, [2015](#CIT0044)). Another advantage of mobile phone apps is that they can be used completely or partially offline which allows for better access to self-administered intervention tools in cases of unstable or unavailable internet access.

Within high resource settings, web-based e-mental health interventions for various psychiatric and somatic conditions (e.g. anxiety disorders, depression, body dissatisfaction, sexual dysfunction) have been meta-analytically shown to result in medium to large treatment effects that are comparable to those of their face-to-face equivalents (Andersson, Cuijpers, Carlbring, Riper, & Hedman, [2014](#CIT0006)). e-mental health interventions are usually based on CBT and they have been shown to be effective in reducing symptoms of common mental disorders such as PTSD (Kuester, Niemeyer, & Knaevelsrud, [2016](#CIT0040); Sijbrandij, Kunovski, & Cuijpers, [2016](#CIT0058)), depression (Andrews, Cuijpers, Craske, McEvoy, & Titov, [2010](#CIT0007)), phobia (Andrews et al., [2010](#CIT0007)), panic disorder (Carlbring et al., [2006](#CIT0016)), and insomnia (van Straten et al., [2014](#CIT0070)), among others.

Until now, the evidence of e-mental health interventions in low resource settings is very limited. A recent study of Arabic-speaking individuals with PTSD comparing internet-delivered CBT to waitlist found significant reductions in symptoms of PTSD (Knaevelsrud, Brand, Lange, Ruwaard, & Wagner, [2015](#CIT0039)). Potential challenges of delivering e-mental health interventions to war-exposed populations such as Syrian refugees may include lack of trust in the political neutrality of a website or app and concerns about data storage, limits in confidential access to a device when a mobile phone may be shared among family members, the costs of internet or mobile use, and long-term sustainability of hosting and updating the interventions (Bockting, Williams, Carswell, & Grech, [2016](#CIT0010)).

8.. Scaling up with the multi-component PM+ and related programmes {#S0008}
==================================================================

As part of its mhGAP programme, WHO is developing a range of scalable psychological interventions for use in settings affected by adversity. One of these, called Problem Management Plus (PM+), was designed for use in communities affected by adversity (Dawson et al., [2015](#CIT0021)). PM+ is available as an individual version (Individual PM+) evaluated in Pakistan (Rahman et al., [2016](#CIT0054)) and Kenya (Bryant et al., [2017](#CIT0013)) and as a group version (Group PM+) under evaluation in Swat, Pakistan (Chiumento et al., [2017](#CIT0019); Khan et al., [2017](#CIT0036)).

These multi-behavioural interventions are short, for example the group and individual versions of PM+ are delivered over five weekly sessions of 90 minutes for the individual version and 120 minutes for the group version. They are transdiagnostic, since they address multiple mental health symptoms, rather than focusing explicitly on one disorder. They are multicomponent and based on evidence-based CBT and PST strategies. They may be delivered by non-professional helpers in community or primary care settings or by lay people such as peer-refugees after approximately 10 days of training followed by weekly group supervision by a trained clinician. Clients are taught four strategies: stress management (slow breathing exercises); problem solving (proactive management of practical difficulties through a series of sequential steps including selection of problems, brainstorming for solutions, planning implementation of solutions); behavioural activation (re-engaging with pleasant and task-oriented activities); and skills to strengthen one's social support (see Dawson et al., [2015](#CIT0021), for a more detailed description).

In a pilot RCT of 60 participants affected by terrorism and war in Peshawar, Pakistan (Rahman et al., [2016](#CIT0055)), the effect of PM+ Individual delivered by lay-counsellors was compared to enhanced treatment as usual (ETAU) consisting of management by primary care physicians with additional basic mental health training. PM+ Individual improved psychosocial functioning and reduced PTSD symptoms (Rahman et al., [2016](#CIT0055)). This study was followed by a large definitive RCT on PM+ Individual's effectiveness in 346 individuals in the same area in Pakistan. This major study has shown that PM+ in Pakistan is effective as it is associated with greater improvements in anxiety, depression, functioning and posttraumatic stress than enhanced treatment as usual (Rahman et al., [2016](#CIT0054)).

9.. The STRENGTHS programme {#S0009}
===========================

Addressing psychological distress and vulnerabilities is important to cope with the current refugee crisis and is a way to take into account the migrants' long-term future beyond asylum requests. There are many challenges, however, in the detection, effective and cost effective delivery of evidence-based mental health programmes to Syrians suffering from distress related to loss, trauma and forced migration.

The main goal of the EU STRENGTHS programme is to improve the responsiveness of mental health systems in Europe and key Middle Eastern countries by integrating mental health services for adult and adolescent Syrian refugees into primary and community care systems ([Figure 1](#F0001)). STRENGTHS is coordinated by VU University Amsterdam, in the Netherlands, and includes academic and research institutions from Europe (Freie Universität Berlin, Istanbul Sehir University, KIT, London School of Economics and Political Science, London School of Hygiene and Tropical Medicine, University Hospital Zurich and the University of New South Wales), UN agencies (UNHCR), international agencies (International Medical Corps, the International Federation of Red Cross and Red Crescent Societies through its Reference Centre for Psychosocial Support), and NGOs and mental health care organizations such as War Child Holland, War Trauma Foundation, i-Psy Mental Health Care in the Netherlands and the 'Mülteciler ve sığınmacılar yardımlaşma ve dayanışma derneği' Organization in Istanbul, Turkey. The advisory board includes international experts on refugee mental health care and Syrian mental health professionals.Figure 1.Overview of the STRENGTHS programme and implementation map.

The EU Horizon2020 STRENGTHS programme will translate and adapt a scalable set of WHO interventions including PM+ for use with adult and child Syrian refugees. STRENGTHS will study the scale-up of these programmes for Syrian refugees with elevated levels of distress and reduced functioning. STRENGTHS will implement the PM+ group interventions in adult Syrian refugees in Jordan and Turkey, and the PM+ Individual versions in the Netherlands and Switzerland. In Lebanon, implementation of the newly developed scalable group intervention for young adolescents will be evaluated. The smartphone-based transdiagnostic programme will be implemented in adult refugees across Germany, Egypt and Sweden. The programmes will be supported by either peer-refugees or local non-professional helpers who will receive training and supervision from local mental health care professionals.

The overall goal of STRENGTHS is to evaluate whether implementation of the WHO programmes improves the functioning and responsiveness of mental health systems to refugees across Europe and countries bordering Syria. Necessary steps to effectively integrate the programmes into the various health systems of the participating project countries will be determined. We will translate and adapt the WHO interventions and training programmes for use with Syrian refugees, and implementation trials will evaluate their effectiveness and cost-effectiveness in terms of improved health outcomes (depression and anxiety), improved overall functioning, and reduced health costs. We will also assess implementation outcomes such as the process of recruiting and retaining staff, fidelity, reach, dose and quality of the delivered interventions. In addition, we will identify what is needed for scaling-up in terms of investments in money, workforce, organisation and political requirements across all project countries. STRENGTHS will also aggregate all data of the implementation trials to determine predictors for treatment outcome across the different interventions and target groups. Finally, the evidence-based WHO interventions and strategies for implementation will be disseminated to stakeholders across the project countries and beyond.

10.. Conclusion {#S0010}
===============

More than five years of violent conflict in Syria have left one-quarter to one-third of the Syrian population internally displaced or seeking refuge abroad. In addition to daily living difficulties, Syrian refugees have reported symptoms of anxiety, depression, anger, fear, and excessive stress affecting both their significant relationships and daily functioning.

The refugee crisis imposes challenging demands on health systems both across the countries bordering Syria and European countries. The most significant barriers to delivery of evidence-based mental health care interventions to Syrian refugees are the lack of mental health professionals, and the lack of scalable evidence-based interventions targeted at reducing general distress as a result of past and ongoing stressors in Syrians.

As a promising strategy to reduce prolonged disabling distress in Syrians, we propose that the evidence-based scalable WHO interventions are evaluated and integrated into primary and community care to reduce common mental disorders for refugees across Middle Eastern and European countries. These programmes, including PM+ and its variants, are developed as face-to-face versions for adult individuals and groups, for young adolescents and in a version for smartphone use. They can likely be delivered by trained lay-counsellors including peer-refugees. With the large-scale implementation of the PM+ programmes, the STRENGTHS programme aims to strengthen responsiveness of national and local health care systems affected by the Syrian refugee crisis and to significantly reduce the burden of disease among vulnerable people such as Syrian refugees affected by war and displacement. STRENGTHS also aims to provide insights and recommendations on effective implementation mechanisms to respond more rapidly to the needs of other contemporary and future populations affected by conflict.
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